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CHANGE  THROUGH  CO-OPERATION 


The  purpose  of  the  Nettie  Douglas  Fidler  Lectureship  is  to  give 
honour  and  recognition  to  an  outstanding  leader  in  nursing  in  Canada 
and  indirectly  in  international  nursing.  Miss  Fidler' s  contribution 
to  nursing  in  Canada  and  more  particularly  to  the  School  of  Nursing, 
University  of  Toronto,  is  well  known  to  this  audience.  It  is  my 
privilege,  and  an  honour  which  I  deeply  appreciate,  to  deliver  the 
fourth  of  these  lectures.  That  I  do  so  after  such  eminent  persons  as 
Professor  Bernard  Blishen,  Dr.  Marie  Jahoda  and  Dr.  Rae  Chittick  fills 
me  with  feelings  of  despair.  However,  I  can  at  least  take  pride  in 
following  in  their  footsteps.  I  can  also  take  pride  in  the  fact 
that  Miss  Fidler  was  my  teacher  and  counsellor  and,  since  we  are  a 
little  of  all  those  who  have  taught  and  guided  us,  I  feel  I  am  among 
friends  and  kin  since  so  many  of  you  are  also  a  little  of  Miss  Fidler. 

I  hope  that  some  of  what  I  have  to  say  tonight  will  have  relevance 
to  the  problems  with  which  all  of  us  in  nursing  are  contending  and  to 
which  Miss  Fidler  devoted  so  much  of  her  professional  and  personal 
life. 

To  honour  Miss  Fidler,  I  have  chosen  a  topic  which  I  believe 

represents  her  philosophy  and  the  key  to  her  success  -  "Change 

through  Co-operation" . 
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After  having  chosen  the  topic,  knowing  where  to  begin  was  not 
the  easiest  task.  In  the  course  of  my  survey  and  study  of  the  subject, 

I  turned  to  the  writings  of  Miss  Lyle  Creelman,  my  eminent  predecessor 
in  the  World  Health  Organization,  and  the  one  who  had  for  many  years 
occupied  the  hot  seat  in  which  I  have  been  squirming  for  the  past  year 
and  a  half,  and  found  that  she,  at  one  time,  had  given  a  lecture  about 
change.  She  started  that  lecture  by  saying  that  "we  are  living  in  an 

era  of  change  that  is  so  rapid  that  much  of  our  security  is  lost"'*' - 

and  she  expressed  that  mutual  loss  of  security  by  the  following  quotation 
from  A . E .  Housmann: 

"I  a  stranger  and  afraid, 

In  a  world  I  never  made". 

This  quotation  has  significance  in  that  it  expresses  exactly  how 
many  of  us  feel.  At  the  same  time,  it  also  implies  a  denial  of  our  share 
of  responsibility  for  what  has  already  happened  and  an  abdication  of 
responsibilty  for  and  of  further  commitment  to  whatever  may  happen  in 
the  future.  I  hope  that  the  objective  of  every  nurse  here  to-night  is 
to  be  able  to  parody  Housmann  by  saying: 

"I  no  stranger  and  unafraid, 

In  a  world  I  helped  to  make" . 

As  a  responsible  group  that  has  tremendous  latent  power  in  terms 
of  numbers  (the  latest  report  on  the  world  health  situation  reveals  that 
there  are  over  three  million  professional  nurses  and  midwives  throughout 
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the  world)  and  in  terms  of  the  knowledge  and  skills  they  represent, 
nurses  can  constitute  a  formidable  pressure  group  for  social  action. 

They  can  no  longer  be  content  to  sit  on  the  side  lines  and  let  others 
make  decisions  for  them.  In  areas  that  comprise  their  own  proper  domain 
they  must  lead  in  the  decision-making,  and  in  those  areas  that  have  a 
relevancy  to  nursing  they  must  participate  in  decision-making.  Such 
a  role  requires  a  sense  of  purpose,  of  solidarity  -  if  not  unanimity  - 
and  most  of  all  determination  and  a  re-motivation  of  the  traditional 
qualities  of  commitment  and  dedication. 

With  this  challenge  in  view,  it  is  important  to  know  how  we,  as 
nurses,  fit  into  the  picture  as  agents  of  change  and  as  members  of  a 
co-operative  society  responsible  for  the  management  of  change.  In  this 
context  I  would  like  to  express  some  ideas  on  the  concept  of  change 
and  of  co-operation  and  the  role  of  nurses  in  respect  of  these. 

THE  CONCEPT  OF  CHANGE  IN  THE  FIELD  OF  HEALTH 

The  changes  that  have  taken  place  during  the  past  decade  in  ideas, 
behaviour,  customs,  and  the  aspirations  of  both  people  and  national 
administrations  have  been  particularly  marked  in  the  field  of  health. 

The  most  noteworthy  change  perhaps  has  been  the  evolution  and 
acceptance,  in  principle  at  least,  of  the  concept  that  health  is  a 
component  of  economic  and  social  development  and  a  basic  human  right 
not  defined  in  economic  terms.  The  strength  of  the  conviction  if  this 
regard  has  not  yet  been  fully  demonstrated  in  practical  terms.  However, 
there  are  many  concrete  cases  that  illustrate  the  vital  importance  of  a 
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healthy  population  for  the  growth  of  the  economy  and  the  improvement 
of  well-being.  It  is  essential  that  other  cases  be  investigated  in 
increasing  numbers,  to  the  point  where  a  theory  can  be  formulated  with 
regard  to  the  inter-relationship  between  health  and  development. 

This  does  not  mean,  however,  that  the  complex  process  of  health 

promotion,  protection,  and  restoration  depends  solely  on  medical 

science  and  technology.  Medical  science  and  technology  are  essential 

elements,  but  they  must  be  supplemented  by  all  the  other  factors  that 

2 

contribute  to  individual  and  collective  well-being. 

The  pressures  toward  planned  change  in  health  care  manifest 
themselves  in  many  complex  and  often  subtle  ways,  depending  on  the 
changes  that  have  occurred  in  other  aspects  of  a  country's  development. 

In  those  countries  where  industrial  development  is  just  beginning,  the 
hazards  associated  with  infancy,  early  childhood,  and  maternity,  for 
example,  are  usually  quite  high,  mainly  because  of  the  unhealthy  trinity 
of  undernourishment,  excessive  population  growth,  and  inadequate  sanitary 
conditions . 

In  industrialized  countries,  where  these  problems,  in  their 
traditional  sense,  have  been  largely  overcome,  other  hazards  have  gained 
prominence,  such  as  water  and  air  pollution,  occupational  diseases, 
accidents  due  to  increased  mechanization  and  rapid  vehicular  traffic, 
and  the  malaise  deriving  from  overcrowding  and  the  growth  of  slums. 

At  an  even  more  advanced  stage  of  development,  the  pattern  of 
health  again  undergoes  change.  Because  the  problems  related  to  communicable 
and  other  preventable  diseases  are  controlled  to  a  large  extent,  people 
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generally  live  longer  and,  in  turn,  are  subject  to  the  degenerative 
processes  of  ageing,  to  cardiovascular  conditions,  and  to  cancer. 

The  increased  pace  of  life  and  its  competitive  nature  further  affect 
the  emotional  and  mental  health  of  even  larger  numbers  of  people,  thus 
opening  up  new  areas  of  concern  in  the  health  field.  As  a  result,  the 
traditional  concepts  of  need  and  demand  based  on  the  old  triad  of 
"death,  disease,  and  famine"  are  slowly  giving  way  to  new  concepts 
based  on  the  relationship  between  "society,  stress,  and  disease." 

PLANNED  CHANGE 

For  years  the  debate,  like  Hamlet's  "to  be  or  not  to  be",  has 
been  "to  change  or  not  to  change".  Today,  there  is  no  question  in  this 
respect  --  but  only  a  profound  concern  as  to  the  methods  to  be  used 
in  directing  the  forces  of  change.  This  concern  has  brought  into  sharp 
focus  the  clash  between  two  major  political  and  economic  doctrines: 
the  doctrins  of  " laisser-f aire"  as  originally  expounded  by  Adam  Smith 
over  200  years  ago  and  the  Keynesian  doctrine  of  welfare  economics 
developed  during  the  first  half  of  this  century.  The  doctrine  of 
laisser-faire ,  which  in  blunt  English  means  "mind  your  own  business 
and  let  matters  take  their  own  course" ,  has  been  widely  abandoned  in 
practice  as  a  principle  of  social  and  economic  management,  mainly 
because  the  resulting  course  of  change  did  not  appear  to  benefit  the 
greater  number  of  people.  The  Keynesian  doctrine,  with  its  concept  of 
planned  change  through  the  employment  of  social  technology,  has  emerged 
as  a  feasible  alternative. 

Planned  change  has  been  described  as  a  "conscious,  deliberate,  and 
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collaborative  effort  to  improve  the  operations  of  a  system,  whether  it 

be  self-system,  social  system,  or  cultural  system,  through  the 
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utilization  of  scientific  knowledge".  This  effort  involves  change 
agents  and  client  systems,  the  former  referring  to  the  persons  or 
groups  attempting  to  help  people  to  effect  or  cope  with  change  and  the 
latter  referring  to  those  being  helped  in  this  respect.  In  many 
instances  the  change  agent  is  a  part  of  the  client  system,  as  is  the 
case  of  nurses  trying  to  effect  changes  in  nursing,  in  the  interest 
of  both  the  public  and  of  nurses  themselves. 

The  deliberate  inducement  and  control  of  change  is  most  apparent 
among  the  so-called  "helping  professions,"  particularly  nursing, 
psychiatry,  social  work,  counselling,  and  management.  Some  of  the 
older  of  the  helping  professions,  such  as  medicine,  law,  teaching, 
and  the  clergy,  have  been  increasingly  -  but  reluctantly  -  forced  to 
become  agents  of  change. 

CONCEPT  OF  CO-OPERATION  AT  INTERNATIONAL  LEVEL 

Co-operation,  as  I  see  it,  must  be  carried  out  through  the 
participation  of  everyone  -  as  individuals,  as  families,  and  as 
communities.  It  also  requires  involvement  at  all  levels  -  inter¬ 
national,  national,  and  local. 

At  the  international  level,  co-operation  does  not  mean  taking 
from  the  materially  affluent  countries  and  giving  to  those  that  are 
less  so.  Rather,  it  means  mutual  sharing  in  the  true  sense  of  a  two- 
way  exchange,  not  only  of  material  goods  but  of  skills,  techniques, 
knowledge,  and  values.  This  is  the  notion  of  co-operation  implicit  in 
the  decision  of  the  United  Nations  General  Assembly  to  launch  the 
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Development  Decade  in  December  1961,  and  in  its  call  on  all  peoples 
to  exert  intensified  economic  co-operation  among  their  countries. 

Initially,  the  prevailing  opinion  among  international  experts 
was  that  economic  progress  was  of  primary  importance  and  that  advances 
in  social  welfare,  culture,  and  health  would  naturally  follow. 

However,  the  need  for  a  greater  balance  among  the  various  sectors 
of  development  became  apparent  when  people  manifested  a  strong  interest 
in  matters  that  concerned  more  than  just  an  increase  in  their  income. 
Thus,  it  has  come  to  be  recognized  that,  just  as  improvement  in  health 
is  impossible  in  an  economic  vacuum,  economic  growth  cannot  be 
expected  in  countries  having  excessively  high  rates  of  mortality  and 
morbidity,  particularly  from  diseases  for  which  effective  methods  of 
prevention  and  treatment  are  available. 

Moreover,  while  previously  the  effort  at  global  co-operation  was 
viewed  simply  as  a  means  of  producing  greater  wealth,  it  became 
increasingly  clear  that  the  crucial  factor  was  not  production,  per  se, 
but  the  capacity  to  produce.  This  changing  concept  led  to  greater 
emphasis  on  the  development  of  human  resources:  through  education 
and  training,  through  the  effective  use  of  idle  manpower,  and  through 
improvement  in  the  health  status  of  populations ,  including  the  current 
and  potential  labour  force.  It  was  for  this  reason  that  the  Secretary 
General  of  the  United  Nations  saw  fit  to  state  that  "The  widening  of 
man's  horizon  through  education  and  training  and  the  lifting  of  his 
vitality  through  better  health  are  not  only  essential  pre-conditions 
for  development,  they  are  among  its  major  objectives."  This  changing 
concept  also  led  Dr.  Candau,  the  Director-General  of  the  World  Health 
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Organization ,  to  state: 

"We  must  bear  constantly  in  mind  that  economic 
and  social  development  is  required  for  man,  that 
human  beings  are  the  means  of  achieving  that  development 
and  that  they  are  to  be  its  beneficiaries. 

"Health  means  more  than  individual  care  for  the 
sick,  more  than  the  nation-wide  or  even  international 
attacks  on  the  causes  of  disease  in  which  most  countries 
are  now  engaged.  It  means,  in  every  country,  hightening 
of  the  vitality  of  the  people  so  that  they  have  fewer 
casualties  to  care  for,  their  work  becomes  more  productive 
and  -  what  is  just  as  important  -  they  have  the  energy 
to  learn  new  skills  and  to  adjust  to  the  new  patterns  of 
living  that  constitute  economic  and  social  progress.  Thus, 
the  improvement  of  the  people's  health  countributes  to 
progress  in  practically  every  other  sector  of  the  development 
programme,  just  as  advances  in  these  sectors  can  bring  about 
important  benefits  to  health. 

"It  is  clear,  too,  that  economic  and  social  development 

is  not  something  which  can  be  given  to  people  -  it  is, 

instead,  something  which  they  can  only  achieve  for  themselves. 

And  the  strength  of  people  to  produce,  their  receptiveness 

to  training,  and  their  will  to  work  for  their  own  betterment 

4 

require  a  healthy  mind  in  a  healthy  body." 
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THE  ROLE  OF  WHO  IN  INTERNATIONAL  CO-OPERATION 

The  planning  of  change  through  co-operation  involves  a  host 
of  organizations  -  international,  national,  bilateral,  voluntary, 
etc.  The  World  Health  Organization  (WHO)  is  one  of  the  international 
organizations  involved  in  this  respect.  In  describing  the  role  of 
the  WHO  in  international  co-operation,  a  noted  delegate  from  a  develop¬ 
ing  country  stated,  in  essence,  that  without  a  sound  body  and  mind, 
man  can  make  no  progress  and  development.  Without  the  necessary 
control  of  epidemics  and  diseases,  carried  out  within  the  framework 
of  international  co-operation  in  environmental  health,  and  without 
the  establishment  and  protection  of  international  standards  in  the  field 
of  health,  sustained  energy,  so  essential  to  mankind's  progress, 
cannot  be  achieved.  In  its  twenty-two  years  of  existence,  the  World 
Health  Organization  has  demonstrated  the  need  for  international  co¬ 
operation  in  the  field  of  health.  The  activities  of  the  Organization 
have  clearly  demonstrated  that,  through  joint  international  co-operation, 
effective  policies  in  the  field  of  health  can  be  established  and 

implemented.  No  nation,  in  isolation,  can  adequately  solve  its  public 

5 

health  problems. 

The  work  of  WHO  is  carried  out  at  the  request  of  member  governments  - 
now  numbering  130  -  and  mostly  takes  the  form  of  projects  designed  to 
improve  the  structure  and  administration  of  health  services,  to  develop 
manpower  resources,  and  to  stimulate  national  initiative  in  the 
investigation  of  problems.  WHO  also  administers  a  number  of  international 
services  that  are  basic  to  health  work  in  the  modern  world  -  quarantine 
and  international  sanitary  regulations,  international  classification  of 
diseases  and  causes  of  death,  drug  monitoring,  biological  standardizat i  -  \ 


etc . 
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To  obtain  the  world's  best  advice  on  technical  matters,  WHO 
has  set  up  a  series  of  expert  panels.  There  are  different  panels 
for  different  subjects,  over  forty  in  all  so  far,  including  nursing. 

From  these  panels  the  Director-General  chooses  expert  committees  - 
usually  consisting  of  about  8  people  -  who  are  called  together  as  the 
need  arises  to  give  definition  to  the  latest  thinking  on  a  given  subject. 

To  a  large  degree,  the  reports  of  expert  committees  have  served  as 
guidelines  for  national  and  international  development  in  the  field  of 
health.  Other  types  of  meetings  include  scientific  groups,  conferences, 
symposia,  and  seminars,  reports  of  which  also  provide  guidelines  in 
matters  pertaining  to  health  and  to  education  for  the  health  services. 

Assistance  to  countries  takes  many  forms.  For  example,  it  may 
centre  on  operations  research  to  assess  needs;  on  a  demonstration  area 
in  which  a  variety  of  services  are  being  built  up;  on  a  pilot  project 
in  which  a  scheme  of  health  work  is  tried  out  before  being  applied  on  a 
broad  scale;  on  a  series  of  fellowships  to  train  national  staff  for  a 
specific  purpose.  At  present  there  are  over  2000  WHO  projects  in  operation 
or  in  the  planning  stage  for  implementation  in  1971.  Once  a  project  has 
been  brought  into  being,  the  government  shares  in  the  cost,  provides  a 
variety  of  services,  and  continues  the  work  when  international  assistance 
comes  to  an  end.  This  is  the  purpose  of  such  assistance  -  to  make  the 
country  self-sustaining.  The  process  of  co-operation  starts  with  a 

health  problem  -  the  need  for  change  in  the  health  status  of  people. 

% 

As  a  sure  means  of  moving  toward  the  solution  of  the  mammoth 
health  problems  facing  the  world,  WHO  has  devoted  a  large  part  of 
its  resources  to  the  education  and  training  of  health  workers  -  an  area 
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of  concern  that  has  again  been  given  first  priority  in  the  programme 
for  the  Second  Development  Decade. 

It  may  interest  you  to  know  that  a  large  part  of  the  assistance 

provided  by  WHO  has  been  in  the  field  of  nursing.  During  the  past  year 

alone,  the  Organization  has  budgetted  over  five  million  dollars  for 
WHO-assisted  nursing  projects.  This  is  the  fifth  largest  item  of 
the  budget  in  respect  of  25  major  operational  activities,  of  which 

the  first  four,  in  terms  of  budgetary  allotment,  are  malaria  control, 

environmental  health,  public  health  administration,  and  education  and 
training,  each  of  which  again  has  a  nursing  component.  As  a  part  of 
its  assistance  with  the  total  nursing  component  of  health  services,  the 
Organization  provided,  during  1970,  over  300  nurses  for  223  projects  in 
102  countries. 

CO-OPERATION  AT  NATIONAL  LEVEL 

At  national  level,  the  concept  of  co-operation  that  I  would  like 
to  focus  on  is  that  concerning  the  relationship  between  health  as  an 
element  or  sector  of  national  development  and  other  sectors  that  have 
a  strong  influence  in  this  respect. 

It  has  only  slowly  been  realized  that  no  individual  sector  holds 
the  key  to  progress  and  that  there  must  exist  a  coherent  strategy  of 
co-operation  among  all  sectors  of  government  if  resources  -  that  is, 
manpower,  money,  materials,  management  skills,  and  time  -  are  to  be 
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effectively  and  efficiently  allocated  and  utilized.  While  each 
sector,  such  as  health,  education,  agriculture,  industry,  transport, 
etc.,  is  responsible  for  delineating  its  own  plan  of  action,  acceptance 
of  that  plan  of  action  by  national  political  authorities  will  depend 
to  a  large  extent  on  how  it  fits  into  the  whole  plan  for  national 
development.  Without  prior  consultaion  among  those  responsible 
for  outlining  plans  for  the  various  sectors,  it  is  very  likely  that 
an  individual  plan  will  contain  the  biases  and  so-called  "vested  interest" 
characteristics  that  could  lead  to  imbalance  in  the  total  plan,  and, 
in  turn,  to  rejection  of  the  sectoral  plan  at  the  top-level  of  decision¬ 
making.  Prior  consultation  and  co-operation  among  planners  of  the 
various  sectors  will  obviate  the  sacrifice  of  the  total  development 
plan  to  the  enrichment  of  special  groups  or  individuals. 

As  a  part  of  inter-sectoral  co-operation  at  national  levels, 
those  responsible  for  the  planning  of  health  services  should  provide 
and/or  receive  clarification  as  to  the  following: 

" (a)  What  contribution  can  the  health  sector 
make  to  health  and  well-being  generally  and  to  the 
attainment  of  goals  set  for  other  sectors? 

(b)  What  does  the  health  sector  need  in  order  to 
make  an  effective  contribution  to  national  development? 

(c)  What  contribution  can  sectors  and  disciplines, 
other  than  those  concerned  specifically  with  health, 
make  to  the  attainment  of  the  goals  set  for  the  health 


sector? 
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(d)  What  harmful  effect  can  result  from  programmes 

developed  by  other  sectors  or  from  unwise  expenditure 
in  the  health  sector?" 

Collaborative  attempts  at  planning,  promoting,  and  controlling 
change  tend  to  be  frustrated  by  the  division  of  the  agents  of  change, 
whether  they  be  health  workers,  educators,  economists,  sociologists, 
or  others,  into  specialized  and  largely  non-communicating  professions. 
Among  the  helping  professions,  this  division  stems  partly  from  the 
fact  that  members  of  these  professions  are  educated  separately  in 
programmes  that  are  planned  separately.  Yet  all  of  them  -  doctors, 
nurses,  psychiatrists,  teachers,  social  workers,  and  others  -  are  all 
trying  to  help  the  same  people.  Is  it  any  wonder,  then,  that  these 
different  professions,  when  addressing  themselves  to  the  planning 
and  implementation  of  action  programmes  or  to  such  questions  as 
drug  abuse,  juvenile  delinquency,  parental  delinquency,  or  family 
planning,  sound  like  unorchestrated  schizophrenia  I 

The  overall  question  is  how  do  we  go  about  approaching  such 
multi-dimensional  problems  that  require  the  knowledge,  the  skills, 
and  the  understanding  of  many  disciplines  and  professions?  While  I 
have  some  general  notions  regarding  the  answer  to  this  question,  and 
I  will  certainly  share  these  with  you  as  I  go  along,  I  will  not  attempt 
any  detailed  response.  In  this  respect,  I  am  reminded  of  an  old  story 
about  the  grasshopper  who  decided  to  consult  the  wise  old  man  of  the 
animal  kingdom,  the  owl,  about  a  personal  problem.  The  owl,  after 
patiently  listening  to  the  grasshopper's  account  of  the  misery  he  was 
suffering  each  winter  because  of  the  terrible  cold,  prescribed  a  simple 
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solution:  "Simply  change  yourself  into  a  cricket  and  hibernate 

during  the  winter".  Naturally,  the  grasshopper,  who  is  pretty 
well  known,  through  other  accounts,  as  a  rather  frivolous  character 
with  no  sense  of  planning  for  the  future,  profusely  thanked  the  owl 
for  the  wonderful  advice  and  hopped  joyously  homeward.  It  wasn't 
long,  however,  before  he  discovered  that  the  advice  received  could 
not  be  implemented.  When  he  returned  to  the  owl  for  more  advice  as  to 
how  the  proposed  change  be  effected,  the  latter  replied  curtly,  "See 
here  now,  I  gave  you  the  principle.  It's  jolly  well  up  to  you  to  work 
out  the  details".  Before  I  proceed  further  in  my  discourse,  I  would  like 
to  assure  you  that  I  am  not  trying  to  imply  any  analogy  between  myself 
and  the  wise  old  owl  or  between  you  and  the  frivolous  grasshopper.  The 
story  is  meant  only  to  point  up  a  fact  with  which  we  are  all  very 
familiar  -  that  principles  and  theories  are  more  easily  stated  than 
implemented . 

I  do  feel,  however,  that  one  means  of  tackling  the  problem  of 
fragmented  orientation  among  the  helping  professions  might  be  a  more 
unified  approach  to  their  studies,  particularly  with  regard  to  such  core 
subjects  as  the  social  and  behavioural  sciences  and  to  the  application 
of  theory  in  the  practice  field.  On  this  subject,  Lawrence  Frank  has 
this  to  say: 

"Let  us  recognize  here  the  current  confusions 
and  conflicts  in  the  training  and  practices  of  the  various 
professional  groups  today.  Thus,  in  a  single  university 
we  may  observe  graduate  and  professional  students  being 
prepared  in  the  several  professional  schools  with  widely 
different  and  sometimes  strongly  contrasting 
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assumptions  about  human  nature  and  personality  development, 
and  conflicting  approaches  to  human  relations.  Thus  students 
in  medical  school,  nursing,  social  work,  law,  education, 
divinity,  journalism,  business,  engineering,  architecture, 
public  administration  and  the  graduate  departments  of  the 
social  sciences  and  humanities  are  being  inculcated  each 
with  a  different  conception  of  human  nature,  of  human  conduct, 
with  different  beliefs,  assumptions,  expectations  about  people, 
what  and  how  they  act  and  carry  on  their  human  relations.  All 
of  these  students  are  going  out  to  practice  in  our  communities, 
with  what  /Thorston/  Veblin  once  called  the  'trained  incapacity' 
of  specialists,  unable  to  communicate  or  collaborate  in  their 
practice  or  even  to  recognize  what  other  specialists  see  and  do. 
Indeed,  we  often  find  bitter  rivalry  and  open  conflicts  arising 
not  entirely  from  professional  competition  but  from  these  very 
different  beliefs  and  expectations,  these  specialized  conceptions 
of  how  people  act  or  should  act  and  how  they  should  be  treated, 
guided  and  helped  when  in  need. 

"Thus,  for  example,  a  family  /in  a  highly  developed  urban 
setting/  contacts  receive  professional  care,  advice,  and 
services  from  a  physician,  a  nurse,  a  social  worker,  a 
nutritionist,  a  home  economist,  a  probation  officer,  a  lawyer 
or  judge,  a  clergyman,  a  psychologist,  a  teacher,  a  guidance 
counsellor,  an  industrial  relations  adviser,  a  banker,  a  group 
worker,  etc. ,  etc. ,  each  of  whom  may  give  that  family 


irreconcilable  advice  and  treatment,  guidance  in  how  to  live. 
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keep  healthy,  maintain  a  home  and  family,  care  for  and  rear  children, 
resolve  family  discord,  and  all  other  aspects  of  living,  especially 
human  relations.  The  family  is  expected  to  resolve  these  professional 
conflicts,  to  reconcile  there  incongruities  and  often  mutually 
contradictory  advice  into  a  coherent,  consistent  pattern  of  living  a 
reconciliation  which  the  professionals  will  not  or  cannot  attain." 

For  example,  regarding  the  problem  of  deviant  social  behaviour, 
legislators,  lawyers,  and  policemen  have  been  generally  oriented  to  view 
this  as  a  form  of  crime  that  must  be  militated  against  by  stronger  laws 
and  punishment  according  to  the  traditional  concept  of  intent,  motive, 
and  guilt;  the  psychiatrist  may  regard  it  as  a  sympton  of  confused  identity 
that  must  be  analyzed  and  treated;  the  clergy  may  view  it  as  a  straying 
away  from  the  flock  that  requires  more  prayers  and  supplication  from  the 
pulpit;  while  the  physician  and  nurse  may  feel  compelled  to  act  only 
after  the  so-called  delinquent's  body  has  been  subject  to  physical 
damage  as  a  result  of  his  own  actions  or  those  of  the  control  agents  in¬ 
volved  . 

To  say  the  least,  this  is  a  sad  commentary  on  the  state  of  human 
relations,  but  it  is  a  phenomenon  in  which  we  are  all  involved  to  a  greater 
or  lesser  degree,  and  one  that  requires  profound  analysis  followed  by 
collaborative,  energetic,  corrective  action.  These  can  be  effected  only 
if  the  different  disciplines  and  professions  are  orchestrated  to  cope 
with  the  many  scientific,  professional,  operational,  and  especially 
personal  problems  involved  in  the  area  of  human  relations.  Such 
orchestration  requires  -  and  this  is  the  principle  I  mentioned  earlier 
-  it  requires  scientific  study,  more  uniform  education  orientation, 
and  a  great  deal  of  practising  together  -  so  that  the  flute  and  the 
trombone  don't  toot  off  in  different  directions,  and  so  that  the  basso 
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prof  undo  does  not  take  over  the  show. 

CO-OPERATION  AT  LOCAL  LEVEL 

With  regard  to  co-operation  at  the  local  level,  much  of  what  I 
am  going  to  say  may  also  apply  at  the  national  level.  However,  the 
major  emphasis  here  is  in  co-operation  between  the  various  members  of 
the  health  team  and  their  clients  and  co-operation  between  members  of 
a  single  profession  --  in  this  case,  between  members  of  the  nursing 
team.  At  the  same  time,  and  as  before,  I  would  like  to  place  this 
aspect  of  co-operation  within  the  framework  of  co-operation  with  the 
actual  and  potential  consumers  of  health  services. 

At  all  levels  of  co-operation  and  among  all  groups,  the  idea  of 
teamwork  is  basic.  This  implies  continuous  dialogue  among  members 
of  the  team  and  a  mutual  contribution  to  the  total  of  information  from 
which  each  and  all  members  of  the  team  can  draw  and  on  the  basis  of 
which  decisions  can  be  made  and  co-ordinated  activity  implemented. 

If  I  were  asked  whether,  at  this  point  in  time,  prospects  for  change 
in  the  pattern  of  co-operation  among  the  health  professions  are  favour¬ 
able  or  not,  I  would  opt  for  the  former.  First  of  all,  conditions  today 
are  significantly  different  from  those  preceding  the  Second  World  War. 
Since  that  event,  the  deep-seated  conflicts  that  marked  the  nursing 
profession  itself  and  its  relation  to  at  least  two  other  disciplines, 
medicine  and  administration,  have  surfaced  and  are  being  recognized  in 
many  countries  by  the  health  professions.  Thus,  there  is  general 
recognition,  both  inside  and  outside  the  nursing  profession,  that 
changes  are  required  if  the  minimum  requirements  and  expectations  of 
people,  with  respect  to  health  services,  are  to  be  assured. 
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Second,  because  of  the  high  cost  and  the  intricate  administrative 
and  management  processes  involved  in  the  provision  of  health  services, 
the  concern  of  the  public  has  been  aroused,  with  the  result  that  they 
are  being  drawn  into  the  process  of  decision-making.  Such  public 
involvement  has  already  begun  to  force  an  erosion  of  the  hardened 
partisan  policies  of  each  of  the  various  health  professions.  For  years 
these  policies  have  borne  the  earmarks  of  a  not  uncommon  social 
disease  -  ethnocentrism.  In  extreme  cases  this  disease  is  manifested 
by  a  delusion  of  grandeur  or  by  a  persecution  complex  -  or  by  both 
simultaneously.  In  milder  cases,  it  is  marked  by  an  unhealthful 
disrespect  of  the  other  fellow's  beliefs  and  practices.  In  the  interest 
of  both  the  professions  and  the  public,  this  disease  must  be  cured  -  and 
I  feel  that  we  are  now  aware  of  the  therapy  required  and  that  the 
prognosis  is  good.  Today  there  appears  to  be  at  least  a  tacit  agreement 
among  the  health  professions  that,  unless  they  want  the  power  of  decision¬ 
making  to  fall  completely  into  other  peoples'  hands,  they  must  co¬ 
operate  now  to  end  their  futile  internecine  warfare,  or  forever  lose 
the  opportunity  to  play  their  proper  role  in  meeting  the  rising 
expectations  of  individuals  and  society  for  their  right  to  health  care. 

The  question  now  is  not  whether  change  in  this  respect  should  or 
should  not  take  place,  since  the  momentum  is  already  there  and  cannot  be 
checked,  but  whether  we,  together  with  other  members  of  the  health  team, 
can  chart  the  course  of  such  change  and  devote  the  effort  and  time 
required  to  mount  and  implement  the  necessary  programmes  involved. 

Reverting  again  to  the  element  of  decision-making,  I  hope  I  won't  be 
diagnosed  as  an  ethnocentric  if  I  suggest  that  the  nursing  profession  must 
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take  a  strong  stand  with  regard  to  promoting  a  clear  definition  of  its 
span  of  control  concerning  the  care  of  individuals  and  of  groups  of 
patients.  If  they  are  to  function  effectively  and  efficiently,  they 
must  participate  in  determining  the  range  of  decisions  they  will  be 
permitted  to  make  about  such  matters  as  medical  treatment  that  falls 
within  their  field  of  competency,  the  planning  and  management  of  nursing 
practice,  hospital  and  community  health  services  that  affect  the  patient 
situation,  and  the  participation  of  non-professional  personnel  in 
patient  care.  With  the  change  in  emphasis  to  comprehensive,  community- 
oriented  patient  care  as  against  task-centred  care  and  the  separation  of 
preventive  and  curative  services,  greater  importance  than  ever  before  is 
being  attached  to  span  of  control  and  decision-making  as  they  apply  to 
each  discipline  represented  in  the  health  team. 

During  the  past  fifty  years  there  has  been  a  succession  of  scientific 
inquiries  into  all  aspects  of  health  services  and  patient  care.  A  great 
number  of  these  studies  concern  nursing  services,  education,  and  practice. 
However,  for  the  most  part,  these  inquiries  have  had  a  very  limited  impact 
on  the  health  professions  and  on  groups  and  institutions  concerned  with 
the  education  and  training  of  health  workers.  To  a  large  extent,  the 
limited  impact  has  been  due  to  inertia  stemming  from  a  general  lack  of 
motivation  to  change,  and  in  some  cases  even  from  an  antagonism  to  change. 
Failure  to  see  a  clear  need  for  innovation  may  account  for  the  lack  of 
motivation,  while  professional  protectionism  or  boundary  defences  may  be 
responsible  for  some  of  the  antagonism.  At  the  same  time,  it  must  be 
admitted  that,  in  the  past,  many  of  the  recommendations  for  change  had 
been  far  in  advance  of  their  day  -  so  far,  in  fact,  that  the  professions 
reacted  like  poor  old  Miniver  Cheevy,  the  misanthrope  who  sighed  for 
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the  good  old  days  and  scorned  the  new  -  and  with  good  reason.  I  hope 
that,  unlike  Miniver  -  who  thought  and  thought  and  thought  about  the 
problem,  between  scratching  his  head,  coughing,  drinking,  and  calling  it 
fate  -  that  we  overcome  our  neophobia  and  stand  prepared  to  face  the 
challenge  that  much  needed  change  requires. 

I  would  be  remiss  if  I  didn't  mention  that,  in  some  ways,  the  public 
are  also  responsible  for  resisting  new  ideas  in  the  field  of  health.  In 
developed  countries,  at  a  time  when  group  practice  and  the  team  approach 
are  essential  to  quality  services  and  care,  and  when  technology  makes 
possible  the  automation  of  a  facility  in  the  interest  of  the  patient, 
the  public  still  clings  to  the  notion  of  personal  identification  with  the 
family  doctor  and  nurse  and  feels  a  measure  of  security  in  stereotyped 
institutions  for  health  care.  On  the  other  hand,  in  many  of  the 
developing  countries,  where  health  care  is  most  needed  but  new,  it 
requires  all  the  skills  of  planned  change  and  co-operation  to  educate  and 
persuade  the  people  to  seek  and  use  health  care  services. 

The  scepticism  of  the  public  toward  change  may  not  always  be 
without  reasonable  justification,  since  some  attempts  at  change  in  the 
past  have  been  failures,  partly  because  the  agents  of  change  were  blind 
to  the  need  for  understanding  the  intricacies  of  human  behaviour.  In 
order  to  effect  change,  whether  in  relation  to  professional  colleagues 
or  to  individuals  and  the  public,  change  agents  must  understand  the 
mentality  and  mores  of  their  client  systems.  There  is  an  expression 
in  educational  circles  that  says,  "Before  you  can  teach  John  Latin,  you 

must  know  Latin.  But  first  you  must  know  John"  -  and  we  should  add 

"You  must  know  how  to  teach."  I'm  afraid  that  recognition  of  this 


principle  has,  so  far,  not  been  given  due  consideration. 
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The  major  objective  of  change  should  be  improvement.  But  the 
question  is,  which  changes  effect  improvement  and,  in  fact,  what  can 
be  considered  as  improvement?  An  answer  to  this  question  requires 
agreement  as  to  criteria  whereby  both  improvement  and  the  courses  of 
action  to  bring  about  improvement  can  be  gauged.  Again,  the  task, 
although  not  impossible,  is  formidable,  because  it  focuses  on  the  whole 
concept  of  the  meaning  of  life  and  the  values  and  objectives  of  human 
beings  -  not  as  viewed  in  1870  but  as  viewed  today,  a  hundred  years 
later.  If  the  values  of  human  societies  were  static  and  universal  - 
and  in  the  pre-industrial  era  they  were  reasonably  so  -  and  if  progress 
in  medical  science  and  technology  had  remained  at  the  level  attained 
50  or  even  20  years  ago,  it  would  be  relatively  easy  to  set  criteria  for 
improvement.  Twenty  years  ago  the  emphasis  in  medical  and  nursing 
education  and  practice  was  on  the  patho-physiological  characteristics  of 
individuals .  Today,  while  the  anatomy,  physiology,  bio-chemistry  and 
pathology  of  the  individual  should  remain  a  part  of  such  education  and 
practice,  increasing  emphasis  must  be  given  to  the  anatomy , physiology , 
and  pathology  of  society  and  of  the  community  where  the  health  worker  lives 
and  works.  Criteria  for  improvement  must  therefore  include  a  turning 
outwards  from  the  purely  curative  aspects  of  institutional  care  and  towards 
the  community  and  the  community's  needs  in  urban  and  rural  areas. 

This  new  approach  represents  a  form  of  "generation  gap"  that  must  be 
regarded,  not  as  a  problem  that  threatens  traditional  values  and  norms, 
but  as  an  opportunity  for  much  needed  renaissance  in  both  the  form  and 
content  of  education  for  the  health  professions  and  in  the  system  of 
delivery  of  health  services.  Nurses  in  partnership  with  their  colleagues 
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must  participate  in  the  search  for  methods  of  improvement  that  provide 
a  measure  of  accommodation  for  both  old  and  new  values. 

As  agents  of  change,  and  as  members  of  a  profession  concerned  with 
the  whole  body  and  mind  of  man,  we  must  also  be  attuned  to  the  magnitude 
and  speed  of  change  in  relation  to  values  other  than  those  concerned  with 
health,  of  which  one  very  evident  manifestation  is  the  reaction  of  youth 
to  the  religious  and  moral  codes  that  have  governed  societies  for 
generations  and  to  the  kind  of  education  they  are  being  offered.  We 
must  view  these  reactions  not  as  erratic  behaviour  but  as  manifestations 
of  new  values  that  find  their  roots  in  what  Andre  Malraux  so  aptly  terms 
"La  Condition  Humaine." 

In  any  realistic  plan  for  patient-centred  care,  whether  that  patient 
be  a  community,  a  family,  or  an  individual,  these  values  will  have  to 
be  understood  and  taken  into  account.  To  this  end  we  must  strive  to 
reach  some  understanding  of  the  meaning  and  purpose  of  such  basic  elements 
of  human  life  as  work,  leisure,  freedom,  discipline,  and  education. 

Again,  the  principle  I  suggest  is  that  of  co-operation  with  other 
disciplines  in  the  scientific  search  for  methods  whereby  the  overall 
values  of  society  in  relation  to  such  basic  elements  can  be  gradually 
understood  and  criteria  for  improvement  determined. 

A  great  deal  has  been  written  and  spoken  about  the  so-called  double 
standard  of  services  -  one  for  the  privileged  and  another  for  the 
underprivileged,  even  as  regards  the  right  to  health  care.  For  example, 
although  innumerable  studies  have  demonstrated  the  link  between  poor 
health  and  poverty  -  a  condition  prevalent  among  a  very  large  part  of  the 
world's  population-  there  is  still  much  to  be  desired  as  regards  the 
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equitable  distribution  of  health  services  and  personnel  according 
to  the  size  and  type  of  populations  and  the  special  needs  of  specified 
groups.  To  this  end,  we,  as  a  profession,  must  seek  closer  working 
relationships  not  only  within  the  nursing  profession  and  with  other 
members  of  the  health  team,  but  with  social  agencies  and  representatives 
of  disadvantaged  and  low-income  groups.  We  must  also  experiment  with 
new  models  of  community  care  involving  inter-disciplinary  and  intra- 
disciplinary  group  practice.  The  objective  of  such  co-operation  is 
not  to  close  all  gaps  and  eliminate  all  inequality  -  since  that  would 
be  impossible  -  but  to  reduce  disparities  to  levels  that  are  acceptable 
to  the  majority  of  people. 

Over  the  years  it  has  become  abundantly  clear  that  single-handed 
and  single-minded  health  workers  are  grossly  inefficient.  Whether  in 
the  disease-ridden  bush  or  under-doctored  developing  countries  or  in  the 
urban  areas  of  our  so-called  developed  countries  the  future  depends  on 
a  team  approach.  In  countries  where  the  ratio  of  doctors  to  population 
may  be  1  :  50,000  and  the  ratio  of  nurses  to  population  1  :  90,000, 
the  health  team  will  of  necessity  be  of  a  different  composition  than  it 
is  in  countries  such  as  ours  where  the  ratios  are  1,000  times  better 
but  the  same  cries  of  shortage  and  disparity  can  be  heard. 

EDUCATION 

I  don't  feel  that  I  can  leave  this  platform  without  mentioning 
and  relating  some  of  the  foregoing  to  that  disease  which  most  nearly 
falls  into  the  category  of  the  "battered-child  syndrome"  -  the  malady 
of  nursing  education.  The  demands  facing  nursing  education  are  manifold, 
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ranging  from  the  production  of  more  nursing  personnel,  to  educating  them 
in  varied  settings  in  order  to  make  the  education  more  relevant,  providing 
curricula  to  accommodate  individual  differences  in  learning  and  in  career 
goals,  developing  an  education  system  that  is  pedagogically  efficient, 
exploring  the  training  of  new  types  of  nursing  personnel,  extending  the 
educational  programmes  to  provide  for  coverage  of  a  larger  segment  of 
society,  particularly  low-income  and  otherwise  disadvantaged  groups  having 
the  greatest  need  for  nursing  services,  maintaining  and  continuing  to 
strengthen  the  scientific  approach  to  nursing  as  a  basis  for  finding 
answers  to  nursing  problems  and  for  developing  nursing  theory,  and,  last 
but  not  least,  setting  standards  of  education  which  will  ensure  that  the 
quality  of  nursing  practice  will  be  strengthened. 

It  must  be  admitted  that,  in  the  past,  nursing  education  served 
mainly  to  buttress  classical  approaches  to  health  care,  with  emphasis  on 
cure  rather  than  prevention  and  with  an  orientation  to  the  tasks  to  be 
done  rather  than  to  the  needs  for  care  of  individuals,  families  and 
communities . 

Because  societies  are  different,  there  is  no  common  universal 
denominator  on  which  to  focus  nursing  education.  Thus  there  can  be  no 
universally  acceptable  curriculum  nor  even  a  general  agreement  on  any 
one  method  whereby  both  old  and  new  nursing  schools  may  be  improved  or 
developed.  Some  criteria,  however,  are  needed: 

First,  depending  on  the  state  of  social  and  economic  development 
of  a  country,  it  would  be  important  to  provide  adequate  training  for  a 
sufficient  number  of  nursing  personnel.  The  terms  "adequate"  and 
"sufficient"  are  relative  and  would  naturally  be  based  on  pre-determined 
needs  and  resources,  both  current  and  future.  Each  country  must  bear  the 
responsibility  for  developing  a  concept  of  education  relevant  to  its  needs. 
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Second,  education  and  training  for  such  personnel  should  be  provided 
as  economically  as  feasible,  greater  economy  being  possible  where  core 
subjects  are  taught  to  equivalent  categories  of  health  personnel 
participating  together  in  the  same  teaching  facilities  and  having  the 
same  teachers. 

Third,  care  must  be  taken  to  develop  educational  objectives  that 
are  relevant  to  health  needs  and  disease  patterns  prevailing  in  the 
particular  country.  Objectives  must  also  be  based  on  clearly  defined 
functions  and  responsiblities  for  each  member  of  the  nursing  team,  as 
determined  by  the  total  of  health  professions. 

Fourth,  curricula  must  be  appropriately  designed  to  prepare  personnel 
to  cope  with  existing  health  needs  and  disease  patterns  and  to  be  able 
to  grow  and  develop  as  changes  in  these  need  come  about. 

Fifth,  theory  and  practice  must  be  co-ordinated,  and  tests  and 
measurement  in  both  fields  must  be  objectively  structured  and  evaluated 
in  terms  of  the  objectives. 

_  Last,  but  not  least,  students  must  be  instilled  with  the  necessary 
motivation  to  serve,  the  community  with  humaneness  and  to  retain  a  life¬ 
long  interest  in  improving  their  professional  knowledge  and  skills. 
Continuing  staff  development  is  needed  by  all  practitioners  regardless 
of  the  completeness  or  excellence  of  the  original  education  and  training. 

The  technological  materials  at  our  disposal  are  tremendous.  How¬ 
ever,  success  in  their  use  will  ultimately  depend  on  the  skills  and 
attitudes  of  those  who  use  them.  These,  in  turn  will  depend  on  the 
teachers  responsible  for  teaching  skills  and  instilling  attitudes.  Thus, 
the  training  of  teachers  themselves  must  rank  as  one  of  the  highest 
priorities  in  any  planned  approach  to  the  reform  of  nursing  education. 
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As  I  intimated  previously,  in  most  countries  the  concentration  of 
teaching  skill  and  the  allocation  of  learning  time  are  still  heavily 
oriented  to  the  classical  diagnosis  and  treatment  of  disease.  Though 
much  sickness  derives  from  a  multiplicity  of  causes  -  both  physical 
and  psycho-social  --  and  requires  multiple  skills  for  its  cure  and 
prevention,  little  has  yet  been  done  to  introduce  team  teaching  and 
team  learning. 

The  traditional  educational  sequence  that  allows  no  variation  is 
outmoded.  Students  need  and  want  education  that  has  relevance  --  that 
prepares  them  for  "real-life"  situations.  They  want  education  that 
is  tolerant  of  individual  learning  differences  and  that  takes  into 
account  various  career  goals.  They  want  education  that  has  a  basic 
core  of  knowledge  applicable  to  all  nursing  students,  regardless  of 
career  goals. 

The  search  for  new  educational  methods  is  not  new  -  nor  is  the 
objective  of  the  search.  As  early  as  the  sixteenth  century  Johann 
Comenius ,  a  Czech  educator  and  theologian,  is  quoted  as  saying,  "I 
seek  a  method  under  with  the  teacher  teaches  less  and  the  learner 
learns  more."  This,  to  me,  neatly  defines  the  direction  to  which 
nursing  education  should  be  oriented.  It  also  implies  the  need  for 
co-operative  planning  for  the  education  of  all  health  workers  -- 
planning  that  is  based  on  the  systematic  analysis  of  the  whole  teach¬ 
ing  -  learning  process  and  aimed  towards  the  more  systematic  and 
effective  delivery  of  health  services  to  those  who  need  them,  where 
and  when  they  need  them. 
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RESEARCH 

Obviously  the  greater  difficulties  in  nursing  as  they  relate  to 
change  do  not  lend  themselves  to  simplistic  solutions.  On  the  other 
hand,  this  is  no  reason  to  despair.  Before  we  are  overwhelmed  by  the 
obstacles  confronting  us,  let  us  remember  that  the  application  of 
theory  is  always  slow  and  that  progress  is  usually  achieved  in  small 
steps.  The  biggest  step  taken  so  far,  and  it  is  an  important  one,  is 
the  recognition  that  there  are  problems.  Many  of  these  problems  have 
been  identified,  and  general  concepts  regarding  their  solution  have 
been  formulated.  What  is  needed  now  is  research  and  planning  —  not 
isolated  research  and  not  isolated  planning,  but  collaborative  efforts 
promoted  and  co-ordinated  at  national  level,  with  the  participation  of 
leaders  from  all  the  health  professions.  In  relation  to  nursing, 
collaborative  research  should  focus  on  the  following: 

First,  on  the  impact  of  nursing  practice  in  terms  of  the  quality, 
effectiveness,  and  economy  of  health  care  --  this  in  terms  of  objectives 
and  criteria,  measurable  as  to  their  adequacy,  effectiveness,  efficiency, 
and  appropriateness.  This  does  not  mean  to  suggest  that  nursing  is 
entirely  responsible  for  improvements  where  they  occur.  It  does  mean, 
however,  that  nursing  represents  a  very  important  independent  variable 
in  the  total  health  care  system  and,  as  such,  sould  be  studied  in  that 
context . 

A  second  priority  for  research  is  the  investigation  of  nursing 
education  --  its  curricula,  its  methods  of  teaching  and  learning,  and 
its  requirements  and  articulation  in  terms  of  what  the  country  needs 
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and  can  materially  support  and  in  terms  of  the  role  and  functions  of 
nursing  personnel. 

This  leads  us  to  a  third  priority  of  collaborative  research: 
the  need  to  define  what  nursing  is  and  what  nursing  personnel  should 
do.  A  profession  cannot  be  established  by  fiat.  In  other  words,  it 
needs  more  than  a  name  and  an  association.  I  suggest  --  and  I  am  by 
no  means  the  first  to  do  so  --  that  nursing,  as  a  profession,  requires 
a  unique  conceptual  framework  and  a  unique  set  of  goals.  There's  an 
old  saying  that  nursing  is  "doing  what  needs  to  be  done".  Unfortunately, 
in  actual  practice,  this  concept  prevails  more  often  than  not, 
with  the  result  that  nurses  are  frequently  called  upon  to  perform,  on 
the  one  hand,  complex  tasks  for  which  they  have  neither  preparation  nor 
legal  protection  and,  on  the  otherhand,  tasks  that  do  not  utilize  their 
full  knowledge  and  skills.  This  is  due,  in  part,  to  what  Dr.  Lambertson 
aptly  terms  the  "fatal  availability"  of  the  nurse.  As  the  largest  of 
the  health  professions,  and  as  one  of  the  most  precious  of  health 
resources,  nursing  must  function  at  its  best.  While  each  profession 
has  the  right  and  the  responsibility  to  define  its  own  role,  there  is 
critical  need  for  joint  action  where  functions  and  tasks  are  congruent. 

In  this  respect,  particular  attention  must  be  paid  to  the  role  of 
nursing  as  it  relates  to:  the  rise  of  the  nurse  clinician,  the  intro¬ 
duction  of  the  physician's  assistant,  and  the  increasing  activity  of 
other  professions  and  para-professions  in  areas  long  assumed  to  be  the 
concern  solely  of  the  physician  and/or  the  nurse. 
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A  fourth  priority  is  related  to  professional  growth  and  development 
as  a  means  of  making  the  practice  of  nursing  intrinsically  rewarding  for 
the  nurse  and  of  greater  value  to  the  patient.  Such  research  should 
centre  on  the  reasons  for  turnover  and  attrition  and  on  ways  to  reduce 
same  and  to  induce  inactive  nurses  to  return  to  practice.  Implicit 
in  this  respect  is  the  need  to  study  personnel  systems,  salary 
structures,  organizational  and  staffing  practices,  and  personnel  policies. 
Findings  of  such  studies  should  lead  to  (a)  the  establishment  of  or¬ 
ganizational  patterns  that  will  give  nurses  an  opportunity  to  provide 
optimum  care  to  their  patients,  including  the  planning,  implementation, 
and  evaluation  of  nursing  care  plans,  and  (b)  the  adoption  of  personnel 
policies  that  provide  for  planned  orientation  and  in-service  training, 
flexible  employment  conditions  with  regard  to  such  matters  as  part- 
time  work,  scheduling,  maternity  leave,  assistance  for  continuing 
education,  and  other  matters. 

CONCLUSION 

This  lecture  has  of  necessity  been  more  general  than  specific. 

I  know  that  I  have  been  addressing  an  audience  to  whom  none  of  these 
ideas  is  new  and  from  whom  many  of  the  ideas  have  sprung.  Toronto 
University  School  of  Nursing  Alumni  are  in  every  corner  of  the  world 
and  I  am  proud  to  be  one  of  them  and  to  have  known  and  learned  from 
such  leaders  as  Miss  Russell,  Miss  Emary,  Miss  Millman,  Miss  Howard  and 
the  great  lady  whom  we  honour  to-night,  Miss  Nellie  Douglas  Fidler. 

The  strength  of  nursing  has  always  been  its  ability,  through  the  lead¬ 
ership  of  such  personalities  as  those  mentioned  above,  to  respond  to 
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the  need  for  change.  How  the  profession  will  measure  up  as  regards 
to-day's  demands  remains  to  be  seen  --  but  past  history  makes  me 
feel  that  it  will  respond  in  a  vigorous  but  constructive  way. 
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